were measured. The relationships between sonographic parameters and MTX-R were analysed. Results: The cases with myometrial invasion (96 cases) showed statistically higher PS, ED, TAmax, TAmean and lower S/D, PI and RI of uterine artery comparing with those indices in the cases without myometrial invasion (24 cases). Moreover, Univariable logistic regression analysis identified uterine artery hemodynamics were the significant predictors for MTX-R in the cases with myometrial invasion (p<0.05). Among them, TAmean was an independent factor indicated by multivariable logistic regression analysis with 0.806 AUC. It had 73.5% sensitivity and 74.2% specificity at the cut-off value of 25.9cm/s. However, those indices were no predictive power in the case without myometrial invasion. Conclusions: TAmean in uterine artery obtained prior to chemotherapy could be used as an independent factor for predicting MTX-R in LR-GTN with myometrial invasion. Conversely, ultrasound hemodynamics could be not useful to GTN without myometrial invasion. Objectives: To evaluate the sonographic characteristics of inguinal lymph nodes in patients with vulvar cancer. Methods: All consecutive patients with vulvar cancer planned for surgical staging of lymph nodes (LNs) at a Gynecologic oncology centre were enrolled in the study. LNs were sonographically assessed by 4 experienced examiners using a predefined evaluation form that included topography, size, morphology, and Doppler architecture. The LNs were classified as not infiltrated (grade 1), suspicious of metastatic involvement (grade 2), and certainly metastatic (grade 3). The definitive histopathology was used as a standard reference. Results: Between January 2009 and July 2016, of the 75 patients included for analysis, 19 only had unilateral lymph node dissection; in total, data from 131 groins were analysed. The sensitivity and specificity of ultrasound for the detection of metastatic lymph nodes reached 86.0% and 93.2%. Ultrasound findings revealed typical findings of non-infiltrated lymph nodes as an oval shape (94.3 vs. 14.0%, p<0.001), presence of hilum sign (98.9 vs. 53.5%, p<0.001), and homogeneity (100.0 vs. 39.5%, p<0.001). Infiltrated lymph nodes were described as having cortex asymmetry (39.5 vs. 4.5%, p p<0.001) or rounded shape (46.5 vs. 1.1%, p<0.001), absence of hilum sign (46.5 vs. 1.1%, p<0.001), heterogeneous structure (60.5 vs. 0.0%, p<0.001), the presence of necrosis (58.1 vs. 0.0%, p<0.001), and infiltration of the capsule (46.5 vs. 0.0%, p<0.001). Regarding size, the results showed that the larger nodes (p<0.001) were related to infiltrated lymph nodes with the largest/shortest (L/S) ratio of 2.0 (p=0.044). In contrast to infiltrated LNs, non-infiltrated LNs were avascular or showed only hilar perfusion (p<0.001).
Objectives:
To evaluate the sonographic characteristics of inguinal lymph nodes in patients with vulvar cancer. Methods: All consecutive patients with vulvar cancer planned for surgical staging of lymph nodes (LNs) at a Gynecologic oncology centre were enrolled in the study. LNs were sonographically assessed by 4 experienced examiners using a predefined evaluation form that included topography, size, morphology, and Doppler architecture. The LNs were classified as not infiltrated (grade 1), suspicious of metastatic involvement (grade 2), and certainly metastatic (grade 3). The definitive histopathology was used as a standard reference. Results: Between January 2009 and July 2016, of the 75 patients included for analysis, 19 only had unilateral lymph node dissection; in total, data from 131 groins were analysed. The sensitivity and specificity of ultrasound for the detection of metastatic lymph nodes reached 86.0% and 93.2%. Ultrasound findings revealed typical findings of non-infiltrated lymph nodes as an oval shape (94.3 vs. 14.0%, p<0.001), presence of hilum sign (98.9 vs. 53.5%, p<0.001), and homogeneity (100.0 vs. 39.5%, p<0.001). Infiltrated lymph nodes were described as having cortex asymmetry (39.5 vs. 4.5%, p p<0.001) or rounded shape (46.5 vs. 1.1%, p<0.001), absence of hilum sign (46.5 vs. 1.1%, p<0.001), heterogeneous structure (60.5 vs. 0.0%, p<0.001), the presence of necrosis (58.1 vs. 0.0%, p<0.001), and infiltration of the capsule (46.5 vs. 0.0%, p<0.001). Regarding size, the results showed that the larger nodes (p<0.001) were related to infiltrated lymph nodes with the largest/shortest (L/S) ratio of 2.0 (p=0.044). In contrast to infiltrated LNs, non-infiltrated LNs were avascular or showed only hilar perfusion (p<0.001).
Conclusions:
The typical features of an infiltrated inguinal lymph node are cortex asymmetry in early stage of metastasising (intranodal metastases) or a rounded shape in late stage with complete node infiltration, loss of hilum sign, a heterogeneous structure with necrosis, and infiltration of the capsule. 
